REPLY

There is a small but possible risk of increase in airway resistance with the use of an epidural anaesthetic when it extends into the high thoracic dermatomes. Accepting this small risk is justifiable, in view of the substantially higher risk of inducing broncho~pasm with airway manipulation and intubation at the time of induction of anaesthesia. The evidence provided is insufficient fi)r us to alter our recommendation of pancuronium as a drug of first choice in patients at high risk of bronchospasm, where the use of a longacting muscle relaxant is indicated. Although there is, based on research conducted in vagotomized dogs
However, the intraoperative Pa-PETCO2 relationship is complex and dynamic. 2 in addition, several studies have found that Pa-PETCO 2 differences (or gradient) are often large, and not infrequently negative during anaesthesia, and that the prediction of PaCO2 from capnography is unreliable, especially where close CO 2 control is considered to be clinically important. [2] [3] [4] [5] Indeed, in our recent study of 96 patients mainly undergoing elective craniotomy for tumour resection, 6 we found that our patients' Pa-PETCO2 differences had a mean of only 4 • 4 (SD) mmHg, but a range of-6 to 15 mmHg. More than a third of patients had gradients >_8 mmHg (22% of patients) or negative gradients ( 13% of patients). Eighteen per cent of gradients varied in the same patient by >_4 mmHg, and the range of this intrapatient variation was -8 to 6 mmHg duping anaesthesia.
In summary, although the importance of close CO2 control during many neurosurgical procedures has been recently reappraised? we must conclude that prediction of PaCO 2 from capnography alone is clearly unreliable and may be potentially deleterious in some patient subgroups. 
Fibreoptic intubation in the anaesthetized patient
To the Editor: Fibreoptic techniques have become the method of choice for rnanaging the difficult intubation in the elective setting. The advantages and disadvantages of awake versus asleep fibreoptic intubation have been discussed previously, t and have been commented on more recently. 2 Physical examination is inadequatein predicting difficult intubation and fibreoptic intubation is a useful strategy in the management of patients in whom preoperative assessment did not suggest a difficult intubation. 3 We would like to suggest an alternative, two-operator fibreoptic intubation technique under general anaesthesia. We recently anaesthetized a patient whose preoperative assessment revealed good mouth opening, a Mallampati class 1 airway, good flexion/extension of the cervical spine and a nornml thyromental distance. At laryngoscopy a Cormac and Lehane 4 grade 4 view of the larynx was obtained. Blind insertion of a gum elastic bougie into the trachea was attempted unsuccessfully. A size 3 laryngeal mask airway was inserted and a second attempt to insert the gum elastic bougie into the trachea, on this occasion via the laryngeal mask, was unsuccessful. It was then decided to proceed with a two-operator fibreoptic intubation technique. Following removal of the laryngeal mask, the first operator attempted to obtain as good a view of the larynx as possible with a conventional Mackintosh laryngoscope and blade (size 3). The second operator then handed the first operator the distal end of the fibreoptic bronchoscope with a well lubricated endotracheal tube premounted on it in the usual way. The first operator positioned the tip of the bronchoscope, with the tip flexed anteriorly, as close as possible to the laryngeal inlet. Following instructions from the second operator, the first operator advanced the bronchoscope according to what the second operator visualized through the fibreoptic bronchoscopc. This technique has been repeated successfully and intubation was possible in <45 sec.
The concomitant use of a Mackintosh laryngoscope to facilitate fibreoptic intubation has been described previously 5 and is particularly useful when there are two operators available. The main advantage of this technique is that direct vision of the tongue and pharynx by the first operator makes it easier to keep the distal end of the scope in the mid-line and away from mucosal surfaces. This provides optimum positioning of the bronchoscope and facilitates visualization of laryngeal structures by a second operator. 
